HYPOTHERMIA IN OLDER PEOPLE
Supporting information
Immediate treatment

The routine administration of antibiotics does not hasten recovery or increase survival?
The 2005 Guidelines from the American Heart Association (Anon, 2005) state that (in accidental
hypothermia): “The routine administration of steroids, barbiturates, or antibiotics has not been
documented to help increase survival or decrease postresuscitative damage”.

Anon. Guidelines for cardiopulmonary resuscitation and emergency cardiac care. Circulation 2010;122:S639
https://circ.ahajournals.org/content/102/suppl 1/1-229.full?sid=1ebaf44d-2494-4caf-bdfe-cc536f536f76

Evidence Level: V
Subsequent management

There is a high risk of death if temperature <30° C?

Core body temperature <30° C constitutes “severe” hypothermia and represents the point at which the
patient is normally unconscious (Keane, 2001).

"Hypothermia is said to exist when the body core temperature (Tco) is below 35°C. Arbitrarily it is
classified as MILD (Tco 35 -32°C), MODERATE (Tco 32 - 30°C) or SEVERE (Tco < 30°C)." (Davis,
2006).

The mortality rate from severe hypothermia may be as high as 70-80% (Vassal, 2001) and treatment
is imperative to prevent death from cardiopulmonary arrest (Larach, 1995). It has been postulated,
however, that prognosis is more closely related to underlying or associated disorders than on the
degree of hypothermia or method of rewarming (Lewin, 1981).
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Hypothermia protects against cerebral hypoxia, so continue CPR for longer than usual?
Severe hypoperfusion in the hypothermic patient may be tolerated for extended periods of time due to
a significant decrease in oxygen and metabolic demands; basal metabolic rate falls to 50% of normal
at 28° C and cerebral blood flow decreases by 6-7% per drop of 1°C (Reuler, 1978). These patients
may sustain minimal or no permanent organ dysfunction following resuscitation (Iversen, 1990), which
may be successful from initial core temperatures as low as 17°C (Anderson, 1970), and in the
absence of circulation for up to 4 hours (Althaus, 1982).
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IV fluids may be warmed in a microwave oven in the A&E department?

An Australian study (Delaney, 2001) advised that microwave ovens were safe to use for this purpose,
so long as allowances were made for the characteristics of individual machines, rather than following
a standard algorithm, i.e. “2 minutes on a high setting” might lead to fluids being overheated in a high
rather than a medium powered oven. An alternative approach would be to use a controlled-
temperature device such as the “Hotline” (Presson, 1993).

Delaney A. Reliability of modern microwave ovens to safely heat intravenous fluids for resuscitation. Emerg Med
2001;13:181-5
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Evidence Level: V
Monitoring treatment

Bradycardia and AV block can occur and may require temporary pacing?

Case reports refer to AV block, reversible by rewarming, occurring in accidental hypothermia
(Bashour, 1989; Jacob, 1978). Sinus bradycardia is thought to be caused by the direct effect of cold
on the SA node of the heart, as it is not altered by atropine (Keane, 2001). Bradycardia worsens as
core temperature continues to fall until asystole results (Keane, 2001). Intracardiac pacing is the only
effective treatment for episodic severe bradycardia or AV block (Maclean, 1986).
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